B, 'nor mal' right elbow of the margins of the fragment and the corresponding part of the ulna suggested that the 'fracture' was old.
Radiographs of the normal elbow revealed a similar separate olecranon fragment, though without a gap (Fig I B) .
The left elbow was treated by replacement of the fragment and internal fixation with a screw. The patient has since regained the normal function of his elbow.
Recurrent Posterior Dislocation of the Shoulder (Two Cases) Brian Reeves FRCS Case 1 Dislocation ofBoth Shoulders A Y, female, aged 32 History: First seen July 1962. For the preceding eighteen months, without any known precipitating cause, the right shoulder had dislocated on numerous occasions on internal rotation of the arm. On each occasion it had reduced by itself and she had never required to attend hospital. On admission for operation on the right shoulder (October 1962): During the preceding four months she had had two episodes of a dislocation of the left shoulder. Examination showed a full range of shoulder movement with marked apprehension on lateral rotation and abduction of both shoulders. Arthrography, performed on both shoulders, showed large redundant posterior pouches together with lack of definition of the cartilaginous edge of the glenoid labrum. Under a general anwsthetic it was possible to dislocate both shoulders easily posteriorly; Fig 1 shows the left shoulder dislocated into the pouch at the time of arthrography.
Operation (11.10.62): The right shoulder was explored. In addition to a large posterior pouch, into which the head readily dislocated, there was also detachment of the glenoid labrum from the posterior margin of the glenoid. The Bankart's lesion was repaired and the capsule double breasted, followed by double breasting of the infraspinatus tendon. Post-operatively she was immobilized with the arm in external rotation for six weeks. Since operation she has slowly regained shoulder movement and has had no further dislocations to date. Arthrography of the right shoulder on 21.2.63 showed the glenoid labrum to be well outlined and a small posterior pouch only to be present. Operation (23.2.63): The left shoulder was explored, the findings being similar to those in the right shoulder, except that the glenoid labrum was attenuated posteriorly and not detached. A reverse Putti-Platt type procedure was performed on this shoulder. Case 2 Dislocation ofthe Right Shoulder S B, female, aged 21 History: Since the beginning of February 1963 she had found she could dislocate her right shoulder by muscle action and the shoulder had on occasions dislocated when the arm was in use. There was no history of any injury to the shoulder or any sign ofjoint laxity. On exarmination it was possible to dislocate the head of the humerus posteriorly by anterior pressure with the arm at the side but not with the arm in other positions. When the patient dislocated the shoulder herself she used the posterior fibres of deltoid. Arthrography of the shoulder showed a large posterior pouch with lack of definition of the outline of the glenoid labrum (Fig 2) . Under a general anisthetic it was possible to dislocate both shoulders posteriorly but there was no instability in any other direction. Operation (7.3.63): The.right shoulder was explored. A large postenor pouch with a thin capsule was found; the labrum was found to be still attached to the glenoid but had a superficial tear in it.
Comment
Bilateral posterior dislocation of the shoulder is rare, 8 post-traumatic cases having been reported (Arden 1956 , Coover 1932 , Dorgan 1955 The atiology of recurrent dislocation of the shoulder not associated with trauma or congenital joint laxity is uncertain; it has been suggested that there is a congenital weakness of the posterior capsular mechanism which leads to progressive stretching of the capsule in normal use of the arm until eventually dislocation of the joint occurs. Goodfellow Female, aged 4 years History: When this child first began walking at the age of 18 months her parents noted that she had a peculiar gait; this has slowly become worse. On examination (February 1963) : Noted to walk with a flexed knee and an equinus foot, the forefoot being adducted and the medial longitudinal arch elevated. The whole of the right leg was smaller than the left and the reflexes were diminished in both lower limbs. The plantar responses were flexor. A skin pit was present at the level of the fourth lumbar vertebra slightly to the left of the midline posteriorly. X-rays: Plain radiographs showed a spina bifida of the lumbar spine and sacrum with expansion of the spinal canal. A bony spur was present at the L.3 level and the pedicles on the left of L.2 and 3 were narrowed (Fig 1) .
Myelography: The contrast medium outlined the lower part of a space-occupying lesion corresponding to the bony spur. The contrast flowed freely on both sides of the spur.
Operation (Mr Kenneth Till)
The lamina and spinous process of L.3 were grossly malformed, the lamina being trifid. The central portion of the trifid process proved to be the dorsal end of a bony spur. This wide bony 
